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FOCUS ON ACCESS TO CARE 

Scope and Goals of Access to Care in the MHS 

Access to care has been at the forefront of our nation’s top health care priorities, and it has been defined as “the timely use 
of personal health services to achieve the best health outcomes.” 1 While timely access to health care is a universal concept 
applicable to all health systems, including the Military Health System (MHS), it is influenced by many factors, and its defi- 
nitions and measures are not standardized nationally. Adequate access to care may reduce the likelihood that patients will 
seek care in alternative settings, facilitate continuity of care, increase patient satisfaction, and improve patient outcomes. 


Within the context of the MHS, health care access 
“encompasses all of the necessary activities that will 
ensure our beneficiaries get to the right provider at 
the right time at the right place.” 2 Access management 
includes day-to-day Military Treatment Facility (MTF) 
functions (e.g., scheduling patient appointments and 
managing provider referrals) and access management 
by the Managed Care Support (MCS) contracts. MHS 
access to care (ATC) standards are identified in Section 
199. 17(p)(5) of 32 Code of Federal Regulations (32 
C.F.R. § 1 99. 1 7(p)(5)). Specifically, the ATC standards 
set by 32 C.F.R. § 199.17, which have been in place since 
the start of TRICARE in October 1995, include: 

• Drive-Time Standards (e.g., 30 minutes or less for 
primary care and 60 minutes or less for specialty care) 3 

• Appointment-Wait-Time Standards (e.g., 28 days or 
less for specialty-care referrals and well-patient visits; 
7 days or less for routine visits; and 24 hours or less 
for urgent care) 

• Emergency services available 24/7 
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• Enough network specialists to meet anticipated 
enrollee needs 

• Non-emergency office wait-times of 30 minutes or 
less. 

MHS Access Policy Guidance 

As stated in the 32 C.F.R. § 199.17 regulations, the MTF 
Commander (or other authorized person) is responsi- 
ble for ensuring that the capabilities of the MTF plus 
preferred provider network meets these ATC stan- 
dards prior to beneficiaries being offered enrollment in 
TRICARE Prime. 4 While Prime enrollees to MTFs have 
options for accessing care, including MTF appointments, 
securing messaging, and TRICARE Online booking, the 
direct and purchased care components operate in tandem 
to meet the MHS access standards for all Prime enrollees. 
Therefore, in the direct care setting, access management 
also includes MTF enrollment and panel management, 
as well as referrals to the private sector if the MTF does 
not have capability or cannot meet ATC standards. 

Critical ATC policy guidance has also been given with 
the Office of the Assistant Secretary of Defense (Health 
Affairs) (ASD(HA)) policy memorandums and the 
TRICARE program manuals. For example, HA Policy 
Memorandum 11-005, “TRICARE Policy for Access 
to Care”, implements 32 C.F.R. § 199.17, confirms the 


1 Institute of Medicine, Committee on Monitoring Access to Personal 
Healthcare Services (1993). Access to Healthcare in America. Washington, 
D.C.: National Academies Press. Full text available . 

2 MHS Guide to Access Success, 2008. Full text available. 

3 Drive-time analysis will be discussed in detail in the next issue of this 
publication (Volume 5, Issue 4 - Population Proximity). 

4 Current DoD regulations do not provide access to care standards for 
Standard beneficiaries, who are free to use any authorized provider for 
higher out-of-pocket costs. 




applicability of the guidance to overseas locations and to 
the TRICARE Overseas Program (TOP) contractor, and 
encourages the Services to use the MHS Guide to Access 
Success (2008) as guidance. 5 Additionally, HA Policy 
Memorandum 09-015 directs each Service to implement 
the Patient-Centered Medical Home (PCMH) model of 
primary care within MTFs, which includes enhanced 
access to care. Furthermore, the TRICARE program 
manuals implement the 32 C.F.R. § 199.17 access stan- 
dards in the purchased care setting and among Prime 
beneficiaries enrolled to network primary care managers. 6 

Each of the Services and the Defense Health Agency 
(DHA) has established policy letters, instructions, and 
directives for Service-specific guidance on meeting the 
access standards. For example, each Service was recently 
directed to develop and adopt Service-specific First-Call 
Resolution (Don’t Call Back) policies. These policies are 
aimed at ensuring that patients do not have to call back 
for an appointment (i.e., first call resolution). If there is 
no ability to meet the patient’s needs with MTF resources, 
patients are referred to urgent care within the TRICARE 
network. The Navy’s First-Call Resolution guidance was 
issued in February 2015 and stated, “first and foremost, 
patients will not be told to call back in order to book an 
appointment.” 7 

The ASD(HA) Policy Memorandum on the imple- 
mentation of simplified appointing aims to add greater 
flexibility to appointment scheduling by reducing the 
number of appointment types that exist on appointment 
templates. 8 This simplified appointing would provide a 
greater number of same-day and future appointments that 
can be used to satisfy a patient request. This approach 
also shifts the emphasis in appointing to satisfying the 
patient’s preference for needed care, rather than having 
the appointing clerk determine what time frame would be 
appropriate for care. 

Monitoring Access to Care 

Several measures and methods are used to determine 
whether appropriate access to care is being achieved. 


5 Although not “policy” explicitly, the Guide remains central to the manage- 
ment of access within the MHS. 

6 Although evaluation of ATC compliance in the purchased care sector is 
defined in the MCS contracts, it does not require the same level of detail 
required to assess direct care ATC compliance. For example, patient satisfac- 
tion with length of time to appointment is used as a surrogate measure of pri- 
mary care access in purchased care in lieu of detailed data on time between 
appointment and visit available only from direct care encounter data. 

7 BUMED Memo 6000, SerM3/15UM30012, February 12, 2015, “Non- 
Availability of Patient Appointments at Medical Treatment Facilities.” 

8 ASD(HA) Policy Memo, July 29, 2015, “Guidance for the Implementa- 
tion of Simplified Appointing”. 


These specific measures are further discussed in the Skills 
and Methods section of this issue. Most of the measures 
currently used focus on access to direct care only using 
ad hoc appointment wait-time data from the Compos- 
ite Health Care System (CHCS). Patient satisfaction 
with access to care is measured in both direct care and 
purchased care and relies on a combination of survey data 
collected by each of the Services, the TRICARE Outpa- 
tient Satisfaction Surveys (TROSS), and the Health Care 
Survey of DoD Beneficiaries (HCSDB). 

The methods used by the MCS contractors and regional 
offices to monitor compliance with access standards 
in the purchased care sector rely on a combination of 
data generated from automated systems (in the case of 
specialty care referrals) and survey results (for urgent 
and routine care) from the TROSS and HCSDB. These 
results are used to identify and possibly correct situations 
of poor access when they occur; however, neither of these 
approaches provides perfect feedback on appointment 
wait-times in the purchased care sector or outcomes of 
referral care, and there is much room for improvement in 
order to provide a more comprehensive, accurate picture 
of ATC. Additionally, many of the patient satisfaction 
survey questions asked do not directly correspond with 
current ATC standards as outlined in 32 C.F.R. § 199.17. 
Furthermore, MTFs themselves do not have direct access 
to data about access to the civilian network of providers 
in their immediate area, which could partially be resolved 
with better referral data and if the TROSS survey could 
be enhanced by increasing the sample size and thereby 
allowing for a more granular view (by specialty and MTF/ 
location) of where problems exist. 

In the purchased care sector, it is also important to note 
that the use of automated systems to monitor ATC wait- 
times is neither practical, nor feasible for a dispersed 
system of network providers whose practices are not fully 
dedicated to TRICARE beneficiaries. It is also unlikely 
that any automated system would provide accurate results 
due to the virtual impossibility of consistent implementa- 
tion across thousands of network provider practices. Even 
in closed systems of providers (i.e., the direct care sector), 
there is some doubt as to whether automated system moni- 
toring of wait-time standards provides accurate results 
when patients are asked to call back if appointments are 
not available. To add even more complexity, apparent 
compliance with wait-time standards does not necessarily 
lead to beneficiary satisfaction with ATC (e.g., discrepan- 
cies between CHCS-generated results and TROSS survey 
results for direct care). 
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Improving Access to Care 

Improving access to care has been spurred by recom- 
mendations from the MHS Review and actions already 
underway by DHA and the Services. These include imple- 
menting access policies and guidance that emphasize a 
strong patient-centered culture across all levels of staff 
and overall vertical alignment in access policy. Moving 
forward, MHS governance policies recently issued or in 
draft focus on standardizing business practices and train- 
ing as they relate to direct care (e.g., First-Call Resolution 
and Simplified Appointing). Future policies will likely 
focus on extending MTF weekend hours where resources 
exist; providing guidance on matching appointment avail- 
ability with beneficiary demand; expanding protocols for 
nurse-led walk-in clinics for common acute conditions; 
incorporating requirements in the T-17 contracts for 
MCSCs to monitor and improve access to care relative 
to 32 C.F.R. § 199.17 requirements; and improving the 
availability and use of specialty care referral data. 

These approaches, coupled with enhanced monitoring 
to insure goals and targets are being met, will certainly 
move the MHS forward as an industry leader in providing 
timely health care to achieve the best health outcomes. 

Content in this article was adapted from information 
presented in the session “MHS Access Measures - Over- 
view” from the BUMED-sponsored Quality, Safety, and 
Access (QSA) webinar series. The session was presented 
by LT Jeremy Biehn, MCS, USN. 

SKILLS AND METHODS 

- 0 VER VIE W OF MHS A CCESS MEASURES 

This section describes measures currently used by the 
MHS to monitor access to care (ATC), how they are 
collected, their limitations, and alternative measures that 
may be collected and monitored in the future. 

In general terms, access can be measured through struc- 
tural measures of the presence or absence of specific 
resources that facilitate health care (i.e., having a usual 
source of care), patient assessments of how easily they 
can gain access to care, and utilization measures of 
outcomes of good access (i.e., successful receipt of 
needed services). Currently, the MHS uses a combina- 
tion of retrospective measures of achieved access, patient 
satisfaction with access, and prospective measures of 


potential access to assess the ATC standards specified in 
32 C.F.R. § 199.17. Only access to direct care appoint- 
ments are directly measured through monitoring of 
wait-times. Access to appointments in the purchase care 
sector are assessed through measure of patient satisfac- 
tion with access and some MCS contractor reporting. 

Retrospective Measures of Achieved Access 

Retrospective measures assess utilization that has already 
occurred. These types of access measures are limited in 
that they assess only access that was achieved and resulted 
in a booked appointment. Retrospective measures of 
MHS access include measures of appointment wait-time. 
“Average Days to Booked Appointment” measures the 
time from a beneficiary’s call (or from moment the direct 
care specialty referral was placed) to date of direct care 
appointment for both acute and specialty appointment 
types. “Percentage of Appointments Booked within Stan- 
dard” measures the percentage of appointments by type 
that meet the appointment wait-time standards defined in 
32 C.F.R. § 199.17 (less than or equal to 24 hours for 
acute and 28 days for specialty). 

Currently, only direct care appointment wait-times are 
assessed regularly by the Services using TRICARE 
Operations Center (TOC) reports generated from CHCS 
data. These measures have two important limitations to 
note. First, they do not measure the occasions a benefi- 
ciary was unable to reach an appointing agent or was told 
to call back due to non-availability of appointment slots. 
Though, a complementary report is utilized to measure 
reasons for not booking an appointment. Second, compli- 
cated processes related to referral booking and specialty 
care follow-up appointment processes within CHCS 
result in data outliers that are difficult to interpret using 
the TOC reports alone; however, these outliers can be 
interpreted using local CHCS host ad hoc reports. 

Patient Satisfaction with Care 

Patient satisfaction measures assess the beneficiary’s 
satisfaction with getting care when needed and their 
ability to get care quickly. Satisfaction is derived from 
beneficiary responses (using a scaled response) to surveys 
that ask questions such as “I am able to see my provider 
when needed” and “My overall rating of my health care 

is ”. These measures rely primarily on responses 

to Service-specific satisfaction surveys, the Tricare 
Outpatient Satisfaction Survey (TROSS), the TRICARE 
Inpatient Satisfaction Survey (TRISS), and the Health 
Care Survey of DoD Beneficiaries (HCSDB). 
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While each of these surveys is designed to assess a specific 
care setting, the surveys do not specifically address any 
access standard specified in 32 C.F.R. § 199.17. Addi- 
tionally, each survey’s differing sample selection, focus, 
questions about access, and response rates make it chal- 
lenging to compare results across these surveys. Moreover, 
TROSS and HCSDB survey results show the direct care 
MTFs achieve lower satisfaction scores for access than 
the purchased care system, which conflicts with appoint- 
ment wait-time data showing MTFs meeting or exceeding 
access standards. 

Prospective Measures of Access 

Prospective measures attempt to measure a process 
or practice that may lead to better or worse access to 
care. The “3rd Next Available Appointment (TNAA)” 
is a measure of the delay patients experience in access- 
ing providers for a scheduled appointment. The TNAA 
is considered a more accurate system measure of access 
than the “next available” appointment since the next or 
even the second next available appointment may have 
become available due to a cancellation or other event that 
is not predictable or reliable. MFIS reviews average days 
to TNAA by appointment type using CFICS data. For each 
clinic (4th-level MEPRS code) and appointment type, 
the first appointment slot for the TNAA for all provid- 
ers at a given clinic is used as the clinic’s TNAA. The 
time between when the report was run and the TNAA is 
calculated and converted to days (e.g., an appointment 36 
hours into the future would be represented by 1.5 days). 
This value is compared against the access standards for 
the appointment. 

Currently, the MHS TNAA measure does not accurately 
reflect prospective appointment ability during MTF hours 
of operation because it searches for the “best” TNAA in 
each clinic seven days a week, including holidays (most 
clinics are not resourced/staffed for weekends or federal 
holidays). Also, the CHCS queries for TNAA are run 
in the morning only, and the method does not provide 
enough fidelity on acute access later in the business day. 
This approach may overstate 24-hour acute access from 
the patient’s perspective if demand exists in the after- 
noon. Finally, the current method does not weight results 
proportionally to the individual clinics’ share of MTF 
enrollment. 

Alternative/Proxy Measures of Access 

Additional “proxy” measures that do not directly measure 
access per se have been used to assess processes that 


may lead to increased patient encounters with providers. 
Examples of these measures include: 

• Percentage of MTF enrolled that are connected to 
Secure Messaging 

• Percentage of secure messages responded to within 1 
business day 

• Percentage of 24F1R appointments available within 
24-hours for primary care 

• Total appointments per duty day per 100 enrollees 

• Primary care leakage 

• Emergency department and urgent care utilization 

• Right of first refusal referral acceptance rates 

• Nurse Advice Line bookings 

Relying solely on proxy measures of access is not reliable, 
but their use in combination with retrospective, prospec- 
tive, and patient satisfaction with access measures may 
provide a more complete picture of patients’ abilities to 
get the care they need when they need it. 

DATAAND INFORMATION SYSTEMS 

- 3RD NEXT AVAILABLE APPOINTMENT 

— The “Average Days to the 3rd Next Available Appoint- 
ment” measure reflects the ability of a clinic to maintain 
availability of an appointment by access category. It 
supports the MHS business question “How many clinics 
have a 3rd next available appointments within access to 
care standards?” 

The TNAA measure is calculated for direct care but is not 
available for purchased care data. Currently, a CHCS ad 
hoc report is run against the Schedulable Entity File to 
determine how far into the future TNAA will be for each 
provider and appointment type. The report runs prior to 
the start of business locally on each CHCS host, but an 
after-appointment reconfiguration runs at the site. 

Tricare Operations Center (TOC) Report 

The TNAA monthly report can be found on the TOC 
website: https://mhs.health.mil/toc . Once on the website, 
select “Primary Care Manager (PCM) Continuity” under 
“TOC REPORTS” on the left side of website. The second 
choice is “Third Available Report Monthly”. Once this 
choice is selected, you will be asked to open or save an 
Excel document that contains the report. The TOC report 
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displays the rate (number of clinics that meet the ATC 
standard compared to the total number of clinics having 
that particular ATC category), the number that pass (i.e., 
the number of times the standard was met), the number 
of observations and average days for each ATC category. 
This information can be specified by branch of Service, 
intermediated command, facility, parent site, and clinic 
(MEPRS4 Code). To determine the rate, the appointment 
type is converted to an ATC category using the standards 
in Table 1 . All other appointment types are excluded from 
the measure. 


Table 1. Access to Care Categories 


ATC Category 

Appointment 

Types 

Access Standard 

Acute 

ACUT, 24HR 

1 Day (24 hours) 

Routine 

ROUT 

7 Days 

Routine/Future 

ROUT, FTR 

7 Days 

Specialty 

SPEC 

28 Days 

Wellness 

WEFT, PCM 

28 Days 


MDR Files 

In addition to the TOC, the CHCS Schedulable Entity 
Files are currently being sent to the MHS Data Reposi- 
tory (MDR). The MDR is receiving daily files back to 
FY 2013. Each file contains the schedules for 65 days 
back and 65 days forward. Starting in FY 2015, this time 
parameter changed to 45 days in the past and 120 days 
in the future. Once all the files have been received for 
FY 2015, they will be processed into FY files (based on 
appointment date) and stored as SAS datasets. The SAS 
files are estimated to be available beginning in October 
2015 for MDR programmers. 

Initially, the Schedulable Entity Files available in the 
MDR will not have the TNAA measure. This will be 
added to the files at a later date yet to be determined. Until 
then, a user must access the TOC report listed above to 
access the TNAA metric. 

NEW KNOWLEDGE 

- NOTED PUBLICATIONS 

The following article posted on the Health Affairs blog 
provides a perspective on the changing health care envi- 
ronment’s impact on care continuity. 


Continuity of care for chronic conditions: threats, oppor- 
tunities, and policy. 

Fadapo J and Chokshi D. Health Affairs Blog. 2014 Nov 18. 

Care continuity is essential for the doctor-patient rela- 
tionship and believed to be a critical component of 
high-quality medical care. This article discusses how the 
shifting landscape of health care delivery in the United 
States is simultaneously threatening and promoting care 
continuity through emerging care models. The authors 
provide results from a trend analysis of ambulatory care 
visits among patients with chronic conditions. From 2005 
to 2010, the proportion of visits to primary care providers 
decreased while there was a trend toward more frequent 
ambulatory care visits by patients who had either never 
been seen in a practice before or were seen previously 
but not within the past 12 months. These findings suggest 
that, prior to the Affordable Care Act (ACA), continu- 
ity of care — particularly primary care — for patients with 
chronic conditions may have been declining. 

The authors then describe emerging threats to care conti- 
nuity such as new models of ambulatory care, including 
retail clinics, commercial e-visit websites and smart- 
phone apps, and freestanding urgent care centers. While 
these new models increase access and convenience, they 
“erode the relationship” between a patient and a primary 
care physician. This is further exacerbated by the increas- 
ing specialization of medicine (i.e., constrained access 
to regular primary care), more physicians working part- 
time, and restricted provider networks created by payers 
to reduce churning. 

Despite these threats, the authors note several oppor- 
tunities to improve care continuity. These include new 
payment and delivery models incentivized through the 
ACA, such as patient-centered medical homes (PCMH) 
and Accountable Care Organizations (ACOs). In order to 
monitor the impact of these emerging models, the authors 
suggest three policy needs: more systematic methods 
to track continuity of care nationally; federal and state 
regulation that keeps pace with the dynamic market for 
ambulatory care services; and monitoring how continuity 
of care may differ for vulnerable populations. 

Full text of this article can be found at http ://healthaffairs. 
org/blo g/20 14/11/1 8/continuitv-of-care-for-chronic- 
conditions-threats-opportunities-and-policv-3/ . 
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TIPS AND TRICKS 

- USING PIVOTTABLES 


encounter data but also appointment data, which is useful 
in assessing demand and access to care. In this issue’s 
example, data from the Appointment Detail file are 
For direct care utilization questions, the MHS Mart (M2) extracted from M2. Using Excel PivotTables, demand at 

is a rich source of information on not just health care two orthopedic service clinics is examined for FY 2014. 


APPOINTMENT DATA - EXAMPLE 


Obtaining the Data 

The Appointment Detail file is located under Health Care Service, Direct Care. In this example query, the data 
are limited to FY 2014, Tmt DMIS ID ‘0126’ (NH Bremerton) and ‘0621’ (NH Okinawa) and MEPRS4 Code 
‘BEAA’ (see Figure 1). (Note: both sites had the same 4th-level MEPRS Code for orthopedic clinic). Only kept 
appointments are selected using the value of ‘2’ for Appointment Status. Run the query. 

Using the character function ‘DayofWeek’ (under Data-> Variables), a day of week is assigned to every value 
of Appointment Date. After placing the new variable (Weekday) into the table of the report, select File-> Save 
As -> Excel. Open the Excel workbook, copy the data and paste into a new ‘.xlsx’ workbook, so that the newest 
version of the PivotTable can be used (see Figure 2). 

Figure 1. San Diego PCMH Sites (DMIS ID and MEPRS 4 Code) 
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APPOINTMENT DATA - EXAMPLE 


Figure 2. Data Copy and Pasted from Saved '.xls' Workbook to an '.xlsx' Workbook 
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PivotTables & Summary Tables 

In M2, summary tables can be created by removing detailed stratifiers. Figure 3, shows the number of kept 
appointments for FY 2014 in the orthopedics clinic for both NH Bremerton and NH Okinawa. The same 
summary tables can be created in Excel using PivotTables. To create a PivotTables, select the data you want 
to use, then in the ribbon select ‘Insert’ and ‘PivotTable’ (see Figure 2). A ‘Create PivotTable’ pop-up will ask 
you to confirm your data input range and select a location for the PivotTable, which can be in a separate Excel 
worksheet or in a specified cell in an existing worksheet (see Figure 4). 


Figure 3. Summary Table in M2 
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Figure 4. Selecting Location for PivotTable 
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APPOINTMENT DATA - EXAMPLE 


Drag the FY, Tmt DMIS ID, Tmt DMIS ID Name, MEPRS4 Code, and MEPRS4 Code Name variables into the 
‘Row Labels’ box and place Number of Appointments into the ‘Values’ box. The default PivotTable layout is 
the first PivotTable in Figure 5, which contains a row for each variable, as well as subtotals for each variable. 
To remove subtotals from each of the variables, just right click and uncheck ‘Subtotal of “...” ’. To condense 
the PivotTable (as it is in M2 and as it appears in the bottom of Figure 5), click on ‘Options’ in the ribbon at the 
top, then select ‘Options’ in the PivotTable box on the left. In the pop-up window, go to the ‘Display’ tab and 
select ‘Classic PivotTable layout’. 


Figure 5. Summary PivotTables 
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Other than aggregating data, PivotTables are a great way to examine data in a multi-dimensional way. For 
example, Figure 6 compares the kept appointments at NH Bremerton and NH Okinawa orthopedic clinics by 
Fiscal Year and Fiscal Month, revealing any seasonality. 


Figure 6. Kept Appointments at NH Bremerton and NH Okinawa Orthopedic Clinics by FY and FM 
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M2 LOCAL VARIABLES - EXAMPLE 


In order to examine demand on a quotidian basis, we can use the Weekday variable that was created from the 
Appointment Date and examine demand by month and day of the week at both facilities (Figure 7). The data 
show that both clinics are open Monday through Friday, and across months Fridays have the lowest number of 
appointments. 


Figure 7. Kept Appointments by Day of Week and Fiscal Month 
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Choose fields to add to report: 




®FY 

®FM 
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Drag fields between areas below: 


V Report Filter 
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FM 
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The next step in the analysis could be looking at the time of appointments during clinic hours. Using the 
Appointment Time variable, a new variable can be created retaining only the hour in which the appointment 
took place (use the ‘Substring’ function under character functions in Data -> Variables). Now, in a different 
PivotTable, you can analyze, which hours across weekdays are the most sought after by your beneficiaries. 
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KNOWLEDGE SOURCES 

- WEBINAR TRAINING OPPORTUNITIES 

BUMED is currently hosting a webinar series that 
addresses Quality, Safety, and Access (QSA) topic areas 
from both an MHS perspective and a broader, national 
perspective. This QSA series explores how valid measure- 
ment of quality, safety, and access and its use to support 
decision-making and action have the potential to improve 
the value of health care. Each monthly session will be 
presented twice, once on a Tuesday (10:00 Eastern) and 
once on a Thursday (18:00 Eastern). The QSA series will 
be continued in FY2016. Connect to the sessions using 
https://conference.apps.mil/webconf/QSA . 

FY 2015 sessions in the QSA series included: 

• Introduction to the Basics of Health Care Performance 
Measurement 

• MHS Review Overview: Methods, Findings, and the 
Future 

• MHS Safety Measures: Overview 

• MHS Quality Measures: Overview 

• MHS Access Measures: Overview 

• Using Geospatial Analysis to Assess Access to Care 

• External Comparisons 

• Linking Patient Experience to Health Care Utilization 

• The Future of Health Care Performance Monitoring 
Future sessions planned for FY 2016 include: 

• Making Performance Measurement Data Useful: The 
VHA’s SAIL (Strategic Analytics for Improvement and 
Learning) Model - October 20, 2015 

• Resources for New Health Care Performance Measures 
- November 17 & 19, 2015 

Members of the group email lists “Health Care Analyt- 
ics Community” or “Health Care Analytics Publication” 
will receive additional information and schedule updates 
as they become available. To become a member of either 
or both lists, please send a request to Robert Willis at 
robert.d. willis30.civ@mail.mil . 


IN THE NEXT ISSUE 


The next issue of Healthcare Analytics in Navy 
Medicine will focus on geographic markets relevant 
to evaluating population proximity to military treat- 
ment facilities. This issue will provide an overview 
of geographic markets used in the MHS, how they are 
impacted by drive-times, and how they are reported 
in centralized data sources. Moreover, the use of new 
reference files to support drive-time analyses will 
also be highlighted. 
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